for labour analgesia which suggest that lipophilic opioids may move rapidly from lumbar cistern to brainstem level via CSF. [4] There may be more rapid rise in CSF concentrations of drug due to pregnancy related changes. Rapid clearance of fentanyl from the CSF might explain the transient nature of symptoms. Some cases have been reported where similar side effects were noted to be reversed using opioid antagonists naloxone and nalbuphine [5] supporting the cause to be the opioid. Many similar unreported incidences may have been attributed to over anxious and hysterical nature of patients.
CSE using fentanyl is one of the established techniques for labour analgesia with minimal side effects. It is necessary to be aware of this rare side effect and maintain composure, provide reassurance to patient and reverse drug effect if needed.
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A novel bougie for exchange of double lumen tube
Sir, Exchanging double-lumen endotracheal tube (DLT) with single lumen conventional endotracheal tube (ET) at the conclusion of thoracic [1] and cardiac surgeries is a common procedure, which is usually performed anticipating the need of postoperative mechanical ventilation. This step assumes critical magnitude especially in those patients whose initial airway control becomes difficult. Moreover, depending on the type of surgery, its duration and fluids infused during surgery, an airway which was initially normal has the propensity to become difficult by the end of surgery. Mucosal oedema, bleeding and retained secretions which are common after surgical procedures can further complicate the airway anatomy. Various techniques are been described for replacing DLT by ET. [2, 3] Among the popular methods are using bougies, airway guides or airway exchange catheters, whereby the DLT is removed over an airway guide, and the guide remains in the trachea which allows immediate access to the airway whenever reintubation is needed. [4] Currently, several types of bougies are available for initial airway access as well as the exchange of DLT with ET including the common gum elastic bougie. In our institute, the "SGPGI bougie" was developed by the second author which is made with the help of Ryle's tube and three extra-long guide wires (used in laparoscopic renal/urological procedures) are incorporated inside throughout its length [ Figure 1 ]. The distal end is made angulated at a distance of approximately 5 cm at an angle of 100-110° [ Figure 1 ] and its orifices are hermetically sealed. The proximal end is shaven and then hermetically sealed so that no loose end of the guide wire stays outside.
"SGPGI bougie" scores over the conventional gum elastic bougie because it has an increased length of 100 cm as compared to gum elastic bougie which is 60 cm long to accommodate the length of DLT. The bougie/airway guides must be of adequate length to ensure tracheal insertion of the DLT. DLT's of adult sizes (37°F, 39°F and 41°F) are 45 cm long and to exchange them over a bougie additional the length of bougie (>70 cm) is required [3] to provide the required safety margin while railroading the ET and avoid the dislodgement of the bougie [ Figure 2 ]. SGPGI bougie is reusable and can be sterilized either using glutaraldehyde or ethylene oxide. Thus, this device scores on the cost-benefit aspect, especially in resource, crunched set ups. It can be rolled up due to its malleability, and its compactness makes its storage and transportation easier. The presence of an angulated tip and its atraumatic nature are the properties this device shares with the conventional gum elastic bougie.
Even though various types of indigenous bougies are described in medical literature, [5] [6] [7] [8] our indigenous bougie promises to be an effective alternative to conventional bougie as tube exchanger for DLT with ET.
The use of four-point transversus abdominis plane block for liver resection
Sir,
Transversus abdominis plane (TAP) block is a safe and relatively easy block to perform for post-operative analgesia. [1] We describe the use of four TAP blocks and subsequent placement of two TAP catheters in a lady who underwent a combined anterior resection and liver resection for metastatic sigmoid cancer. Although epidurals have historically been a standard of practice for adjunct intra-and post-operative analgesia, TAP blocks have been introduced since 2001 by Rafi as a landmark technique and then in 2007 with ultrasound (US) guidance by Hebberd et al. [2] Our patient was a 34-year-old lady who underwent a laparotomy with sigmoid resection as well as a hepatectomy for a recently diagnosed metastatic sigmoid cancer. She had no other co-morbidities and was to receive general anaesthesia for the surgery. She declined an epidural placement, which is the standard of care for analgesia in our institution for such cases, due to a history of lower back pain.
Her intra-operative course was remarkable only for persistent tachycardia with extensive resection;
however, blood loss was minimal and haemodynamic instability was well controlled. Postoperatively, while still under general anaesthesia, four TAP blocks were carried out using the US for guidance. We used a Hitachi Aloka ® machine with a probe frequency of 13 MHz and a 50 mm Stimuplex ® needle. Two were subcostal injections and two injections, just superior to the iliac crest along the anterior abdominal wall. The probe was placed in the midline of the abdomen 2 cm below the xiphisternum and moved right, laterally along the subcostal margin to the anterior axillary line. The transversus abdominis muscle was identified lying beneath and extending lateral to the rectus abdominis muscle. The block needle was then guided, in plane, to a point just inferior to the right costal margin at the anterior axillary line such that the tip lay between the transversus abdominis and internal oblique muscle within the neurovascular fascial plane. About 10 ml of 0.5% ropivacaine were deposited in each site. Following this, two TAP catheters were placed in the inferior sites using a similar technique but with a 18-gauge Tuohy needle through which an epidural catheter was inserted. The catheters were anchored at 9 and 10 cm at the skin, respectively and secured with a Tegaderm™ dressing. An infusion was subsequently started via a filter, with 0.1% ropivacaine via the 2 catheters at 5 ml/h. 
